carcinoma but the difficulty of fecal excretion had to be surmounted. Further studies on the influence of blood flow are being pursued to help explain some of the variations in gallium uptake.
A full account of this work appears in the British MedicalJournal, 1972, iii, 508-510. Mr J C B Penfold (St Mark's Hospital, London ECJ) Influence of Tumour Grading on Choice of Operation in Rectal Cancer [Abridged] Grading is a subjective assessment by the pathologist, based on cellular differentiation and arrangement. At St Mark's hospital approximately 60 % of rectal tumours are assessed as average, 20% as high and 20% as low grade. It is known that there is a definite relationship between grade of rectal tumour and prognosis (Dukes 1957) .
The records of all patients who had a rectal cancer removed at St Mark's Hospital in the years 1958-65 were reviewed to see whether definite beneficial results have followed operations whose choice was influenced by tumour grade.
Only high grade growths are considered. At St Mark's Hospital there has been a general reluctance to carry out restorative resection for these growths because of their known more extensive local spread and the high incidence of local recurrence. The majority of patients with high grade rectal cancer have had abdominoperineal excision. This seems rational until it is realized that the difference between excision and resection is only in downward extent, whereas the spread of cancer is in general upward.
An equally rational and perhaps less mutilating approach would be to decide on the operation of choice, irrespective of tumour grade, accepting that those tumours with extensive local spread are very advanced and will, despite surgery, kill the patient in the near future. For patients who are cured an unnecessary colostomy and the associated morbidity is avoided.
Results
Overall survival: There were 176 high grade rectal and rectosigmoid growths removed, 143 by excision, 33 by resection; many of the operations were palliative. Staging of these tumours by Dukes' classification was: A, 1 %; B, 8%; Cl, 57%; C2, 34%. There were 6 operative deaths among the 143 excisions (over twice the St Mark's figure for all rectal excisions), and none among the resections.
Two patients were lost to follow up, one in Saudi Arabia and the other in Greece. Crude survival of the remaining 174 was 90 % at 3 months, 80% at 6 months, 55% at 1 year, 28% at 2 years, 17% at 3 years, 15O% at 5 years.
Thirteen patients died from intercurrent disease, seven of whom also had residual cancer. Comparison of excision and resection cases: Considering only growths in the upper one-third of the rectum, those excised are compared with those resected. Many of the resected growths were average grade on biopsy, being assessed as high grade only after thorough examination of the operative specimen. Seven Hartmann's operations with resection of the cancer were done as palliation by surgeons interested in this technique.
There were 40 excisions and 32 resections. There was no significant difference in incidence of death from cancer, death from intercurrent disease or five-year survival in the two groups, although the only two operative deaths were in the excision cases. Pelvic recurrence: Many feel that the main aim of palliation is the avoidance of pelvic recurrence. Only those in whom there was significant clinical evidence of such a recurrenceperineal pain and a mass, a definite mass, or severe perineal pain, are considered here. Those with general carcinomatosis who happened to have a pelvic mass are excluded, as they pose a different clinical problem.
There were 7 cases of pelvic recurrence but only 3 followed excision of middle or upper third rectal growths; these 3 all died from their cancer in 1, 2, and 2j years respectively. There were no pelvic recurrences in the resection group. This is probably due to the selection of patients for this operation, but we also know that local recurrence is less frequent following upper rectal growths than lower ones. Downward spread: As the extension of radical surgery is only downwards, tumours were specifically examined for microscopic tumour tissue below the visible lower edge of the rectal tumour, either in the bowel wall or in the surrounding tissues. All specimens were meticulously examined by our pathology department.
There were 29 cases in this group, of which only 9 showed downward spread further than 2 cm. All died from their cancer, 11 within six months, 21 within one year; one advanced case with tumour extending downwards 10 cm died from cancer in ten months.
None of the 26 specimens from those patients who survived five years showed any microscopic downward spread.
Conclusions
These cases of rectal cancer provide no objective evidence of beneficial effects from more radical surgery; the increased perineal pain, the longer hospital stay and the frequency of discharge from the perineal wound for many months following rectal excisions, in patients whose expectation of life is often so short, must be taken into account.
Perhaps Hartmann's operation should be done more often. It would then be seen whether the incidence of local recurrence increased. Those who were cured could have a colorectal anastomosis at a later date.
Grading has not been helpful in the cboice of operation for these patients. The development and perfection of more sophisticated methods for diagnosis and assessment of growths of colon and rectum open up exciting prospects for the future, and are to be encouraged, but there is a real danger that, with the advent of these methods, we may forget that we have reliable clinical methods of diagnosis, history, physical examination and routine investigations, which have stood the test of time. By the better use of these simple methods we could diagnose cancer at an earlier stage. Unfortunately, statistics show that over the past forty years there has been no significant change in the stage at which growths of the large bowel and rectum are being referred for treatment.
Why, in this day and age, should the diagnosis still be made at a late stage of the disease? A few growths are genuinely symptomless for a long time; some patients may delay seeking advice because of their fear of a colostomy; in the majority, however, the pathology has not been diagnosed earlier because of faults which can fairly be laid at the door of both general practitioner and hospital consultant.
From the history alone it is possible in a large proportion of cases to make a confident diagnosis of cancer. Unfortunately, a history taken hastily by the general practitioner brings to the outpatient clinic the less important conditions like the irritable colon, anal fissure and pruritis ani. The patients with a quieter but more sinister story are treated for too long as simple anemia or as cases of bleeding piles.
When all else fails, it is well worth while palpating the abdomen! The worst omission, however, is simple digital rectal examination and most growths of the rectum are within reach of the well-trained finger. A review of cases referred with rectal symptoms to a large district general hospital showed that less than 10% of these patients had had a rectal digital examination. Why is this essential examination so often omitted? The British attitude to the rectum may play some part. Unlike Europeans who receive so much of their medication via the anus, the British tend to regard these parts as faintly indecent. Students are seldom taught how to do a rectal examination and are even less often tested on their ability to do so. In the final FRCS examination at Queen Square, rectal examinations are taboo! In general practice there are two further factors, the lack of an undressing room for patients and of the ready availability of the necessary finger stall or glove. Hospital consultants are not free of blame and I could quote many instances of patients who have been treated and discharged from general medical or surgical wards without their rectal lesion having been diagnosed.
Endoscopy should be regarded as a simple extension of the routine physical examination. There is still confusion about the terminology of endoscopes which can be used. The proctoscope, as its Greek derivation implies, should be limited to examination of lesions of the anal canal. A rectoscope, at least 16 cm in length, is required to visualize the rectum. A narrow bore scope, 14 mm in diameter (about the same diameter as the average index finger) can be passed without discomfort and, with adequate proximal lighting, will provide all the information required at this preliminary outpatient examination. The commonly provided sigmoidoscope is too wide and its passage may cause unnecessary discomfort. However, the first essential is that a sigmoidoscope, in good working order, should be readily available in both outpatient departments and wards. Unfortunately this basic requirement is sadly lacking in the outpatient department of many large general hospitals and patients are still being placed on the waiting list for sigmoidoscopy as inpatients, often under general anasthesia.
The new flexible fibreoptic colonoscopes are a great advance but need skill and patience for their proper use for the further investigation of selected cases. They are not a substitute for the simple sigmoidoscope for lesions in the rectum and lower sigmoid colon.
The value of plain X-rays of the abdomen is not sufficiently appreciated and this examination is not used often enough. The barium enema, both conventional and air contrast, is a superb method of examining the colon, but work of high quality is rare throughout the country. 'The apparent filling defects are probablydue to faeces and there
